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THE AUTHORS' PREFACE 

In spite of the great progress which has been made 
in vagino-peritoneal operations during the last ten 
years, no systematic work has as yet appeared on this 
subject. 

We have endeavoured to supply this want, and in 
doing so, our great aim has been to render special 
service to beginners. 

For the illustrations we employed photography. 
The difficulties met with in photographing the opera- 
tion area owing to the narrowness and depth of the 
vagina, were overcome by making use of the cadaver, 
in which, after splitting the symphysis, we found it 
possible to obtain sufficient vaginal dilatation to render 
the whole field accessible for photography. 

For the sake of beginners, the illustrations are so 
arranged as to demonstrate each operation step by 
step, and we claim that the technique of an operation 
can be completely understood from a study of the 
illustrations, even without the aid of the accompany- 
ing text. 

We have excluded bibliographical references in 
order to simplify the text. The merits of all workers 



in thi»r special fitld of surgery arc too wcD knowu to 
nti^d mtmtion bv ut. 

For the wune reason wc have not discussed the 
principles of awrpsis instruments, operating table, 
anaesthesia, &c. For such details we refer the reader 
to the recent textbooks bv Hofmeier, and bv Ddderlein 
and KroniH- 



TRANSLATOR'S PREFACE 

In translating this work of Professor Wertheim and 
Dr. Th. Micholitsch, I believe that I am supplying a 
distinct want. 

No systematic treatise on Vagino-peritoneal Surgery 
has hitherto been publised in the English language, and 
yet this is admittedly the most difficult branch of 
operative gynaecology. 

After enjoying the privilege of Professor Wertheim's 
personal instruction in the operating theatre and in the 
operative Surgery classes of the Elizabeth Spital in 
Vienna, I decided to make his teaching more widely 
known by translating his work on " The Technique of 
Vagino-peritoneal Operations." 

Whilst readily admitting that no description of an 
operation, however skilful, is so instructive as the seeing, 
or actually carrying out, of the procedure under the 
professor's guidance, nevertheless, with regard to the 
present work, the authors and publishers have been so 
generously lavish with the illustrations as to make the 
text almost superfluous for the full appreciation and 
understanding of the various steps of each detailed 
operation. 



I believe therefore that the present work will be of 
the greatest possible assistance to young gynaecologists. 

The text has been followed — even to the last details 
of punctuation — with the most scrupulous care, and the 
translation is as literal as is consistent with what I hope 
is fair English. 

It is with great pleasure that I acknowledge my 
indebtedness to my German Professor, Herr A. G. 
Haltenhof, for his painstaking kindness in going over 
my translation with me before it was sent to the 
publishers. 

My best thanks are due to both authors for their 
permission to translate their work into English, and 
particularly to Professor Wertheim for the invaluable 
personal demonstrations received from him whilst I was 
staying in Vienna. 

My thanks are also due to the author's publisher, 
Herr S. Hirzel, of Leipzig, for supplying the necessary 
cliches and for his uniform courtesy in all my dealings 
with him. 

To Messrs. Macmillan and Co. I am deeply indebted 
for having undertaken the publication of my trans- 
lation and for the very excellent way in which the 
illustrations have been reproduced. 

CuTHBERr LoCKYER 
117A, Harlky Stkkkt, \V 



CONTENTS 



PART I. INTRODUCTORY 

PAGE 

The Method of Opening the Peritoneal Cavity per va^^iruim 1-26 

A, Anterior Colpotomy 2-16 

B, Posterior Colpotomy 18-26 

The Method of bringing the Uterus and its Appendages through the 

Colpotomy wound into the Vagina 27-66 

A. By means of ^/f/fr/V?r Colpotomy 28-50 

{a) Method of bringinjj the Corpus Uteri into the Col- 
potomy wound 28-36 

{b) Method of bringing; the Cornu Uteri into the Colpotomy 

wound 36 

(r) Method of drawing down and demonstrating tlie 

Fallopian Tube 36 

{d) Method of drawing down and demonstrating the Ovary . 36-48 

{e) Method of bringing the Corpus Uteri into the Vagina . 48-51 

B. Hy means of /Vj/^r/V7r Colpotomy 51-66 

(ri) Method of bringing the Corpus Uteri into the Col- 
potomy wound and through the latter into the Vagina 51-56 

{b) Method of bringing down and displaying the Adnexa 

Uteri 56-66 

PART II. SPECIAL SECTION 

A. 

operations in which the Uterus is not removed 66-178 

{a) Shortening the Round Ligaments (per vaginam) ... 68 74 

{p) Vagino-fixation of the Uterus 75-76 

ic) Intra-vaginal fixation of the Uterus (intcrpositio vesico- 

vaginalis) 76-80 

{^d) Shortening the Sacro-uterine Ligaments 80-83 

{e) Vaginal Myomectomy 84-127 

(/) Vaginal Operations on the Fallopian Tubes ... 128-129 

{g) Vaginal Ovariotomy 130-178 



Xll 

PACE 

Vaginal Hysterectomy 179-223 

{a) Extirpation of the Uterus from above 180-202 

(Ji) Extirpation of the Uterus from below 203-223 

Hysterectomy for Myoma Uteri 224-225 

Vaginal Hysterectomy with dissection of Ureters 225-252 

C. 

Hysterectomy with rcmcTdal of the Adnexa 253-309 



Hcemostasis in Vagino-pcfitoneal Operations 311-317 

Drainage in Vagino-peritoneal Operations 318-322 

Treatment of Accidental fusions ^27, 



OPENING THE PERITONEAL CAVITY 
BY THE VAGINAL ROUTE 

Per vaginam^ the peritoneal cavity is approached by 
two routes — one through the anterior, the other through 
the posterior vaginal vault. The tissue divided in each 
case is comparatively thin. 



A. ANTERIOR COLPOTOMY 



Figure i 

After displaying the vaginal cervix by means of 
anterior and posterior vaginal specula, the anterior 
lip of the cervix is seized by a volsellum and the 
uterus is forcibly drawn down ; by exerting backward 
traction by means of the anterior speculum the vaginal 
mucous membrane is completely stretched. The 
anterior speculum has been removed in the drawing 
in order to show the parts in question. A transverse 
incision is made across the cervix at the level of the 
reflection of the bladder. 

As soon as the knife reaches the loose connective 
tissue the incision gapes, and by pressing the anterior 
speculum further in the upper edge of the wound 
is retracted. 
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Figure 2 

The upper edge of the wound is seized by toothed 
forceps and raised. This raises the bladder (J?) and 
puts the connective tissues between bladder and cervix 
on the stretch. Whilst these vertical bands of con- 
nective tissue are being stretched to the fullest extent 
they are divided by scissors, and when this is done 



Figure 3 

the vesico-uterine pouch is exposed {p). 

We lay stress on the use of sharp instruments in this 
dissection. It is the most delicate and the most elegant 
method to employ. By blunt dissection with the finger, 
which is commonly employed, it frequently happens 
that the vesical pouch of peritoneum is pushed* high 
up and rendered more difficult to find, and when the 
stronger connective-tissue strands are not at first divided, 
this blunt dissection may cause haemorrhage and lacera- 
tion of the bladder, especially if strong force has been 
employed in the separation. 



Figure 4 

The vesical pouch of peritoneum having been clearly 
displayed, it is drawn into a vertical fold by means of 
toothed forceps and opened with scissors. (In the 
drawing (Fig. 4) the upper forceps are seen holding up 
the edge of the vaginal wound ; the lower forceps 
grasp the vesical pouch of peritoneum and raise it in 
the form of a vertical fold.) 
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Figure 5 

The corpus uteri (//) is seen through the opening in 
the peritoneum. 

After enlarging the peritoneal incision on either side 
the anterior fold of peritoneum is fixed by several 
sutures 
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Figure 6 

to the edge of the vaginal wound. Use is made of 
these sutures to keep the peritoneum open for the 
introduction of the finger or instruments. 



Figure 7 

Moreover, the raised peritoneal flap serves as a 
protection to the bladder during intraperitoneal manipu- 
lations. 

The closure of the colpotomy wound is effected by 
first removing the fixation sutures and then sewing up 
the aperture in the peritoneum, and, finally, uniting the 
edges of the vaginal wall. The vaginal wall may be 
sewn up in the transverse or in the sagittal direction. 
In whichever direction the sutures run, we advise 
that a small opening be left in the middle of the wound 
for the introduction of a ribbon of iodoform gauze to 
act as a drain to the connective-tissue space. 

With regard to the incision in the anterior vaginal 
vault, that in the transverse direction {as shown in the 
illustrations) is in most cases suitable. The reKection 
of the bladder corresponds as a rule to the level where 
the smooth cervical skin-surface gives place to the 
loose movable mucosa of the vagina. 

Where this guide is not clearly defined it is advisable 
to make the incision a little nearer the portio-vaginalis 
in order to avoid perforating the bladder. 

In this situation the incision must not be carried too 
deeply, for by so doing it is difficult to find the right line 
of cleavage, and whilst striving to avoid the bladder it 
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is easy to penetrate the substance of the uterus by 
mistake. 

The bladder-sound is often of service in finding the 
vesical reflection. - 

In cases where the simple transverse incision aflFords 
too little room, e.g. when the corpus uteri is large or 
a tumour is to be removed, a crucial incision may be 
employed. 

We do not advise the use of a single sagittal section 
instead of the transverse, because the bladder cannot be 
so well defined and its dissection is more difficult. 
The tongue-shaped section of Strassmann, on the other 
hand, can be recommended. 

Difficulties may be met with in anterior colpotomy 
from 

1. Impaired mobility of the uterus, which prevents 
its being drawn down. 

2. Adhesions involving the vesico-uterine pouch. 

3. High situation of the vesical pouch. 

In such cases the cervix must be seized higher up 
and its upper part drawn down. The same plan must 
be adopted, if, in the separation of the bladder, the 
operator has lost his direction and has cut into the 
cervical tissue, or where the peritoneum has been 
pushed up by the finger in " blunt dissection." 

Should a cervical myoma prevent the vesical pouch 
being reached, it must first be removed (see myomo- 
tomy). 



B. POSTERIOR COLPOTOMY 
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Figure 8 

The posterior lip of the cervix is drawn forcibly 
upwards by means of a volsellum, and with toothed 
forceps the vaginal wall is drawn out in the form of a 
vertical fold. The latter is divided by scissors at 
the junction of the smooth with the rugose mucous 
membrane. 
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Figure 9 

As a rule the peritoneum is easily reached through 
the loose subperitoneal tissue. In some cases, however, 
it is necessary to first push aside the rectum with the 
finger. 

Not infrequently the peritoneum is opened by the 
first cut of the scissors. In the above picture the 
vaginal wall is divided and a small aperture has been 
made in the peritoneum of Douglas's pouch. 
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Figure io 

The peritoneal incision has been widened on each 
side ; the posterior surface of the uterus (//) is visible. 
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Figure i i 

The posterior edge of the peritoneum has been sewn 
to the edge of the vaginal wound. 

Posterior colpotomy is simpler and easier to perform 
than anterior colpotomy, since the separation of the 
bladder is excluded. 

Nevertheless, a certain amount of cautious dissection 
is necessary in the posterior operation : an intentional 
attempt to open the pouch of Douglas with one cut of 
the scissors is to be deprecated, as the rectum or a coil of 
prolapsed bowel may be injured thereby. 

Posterior colpotomy may also be carried out by a 
transverse or sagittal incision, or by a combination of 
both. In employing a sagittal incision especial care 
must be taken to avoid injury to the rectum. 

Difficulties in opening the pouch of Douglas may 
arise from similar causes to those already mentioned in 
anterior colpotomy. 

Of special importance are peritoneal adhesions, which 
arc well known to be more frequently met with in the 
posterior than in the anterior peritoneal pouch. 
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Access to the organs lying in the pelvic cavity may 
be obtained equally well by anterior as by posterior 
colpotomy. Besides being able to palpate the pelvis by 
the introduction of one or two fingers through the 
colpotomy wound (at the same time assisting with the 
other hand on the abdomen as in ordinary bi-manual 
examinations), and besides obtaining to a certain degree 
inspection of the pelvic organs (see pages 64 and 65), 
colpotomy also admits of seizing the uterus, ligaments 
and adnexa and drawing them out sufficiently far to 
carry out operative interference. 

The methods employed to this end form the introduc- 
tion to vagino-peritoneal surgery and demand a special 
study by all who wish to become proficient in the 
subject. This study is greatly facilitated by systematic 
demonstrations based on normal anatomical relations ; 
their application to pathological conditions will follow 
as a matter of course. 



THE METHOD OF DISPLAYING AND 
BRINGING THE UTERUS AND ITS 
APPENDAGES THROUGH THE 
COLPOTOMY WOUND INTO THE 
VAGINA 



Systematic Demonstration of the Fundamental Prin- 
ciples IN THE Technique of Vagino-Peritoneal 
Operations 
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A. 

THE UTERUS AND ITS APPENDAGES 

DISPLAYED AND DRAWN DOWN IN 

ANTERIOR COLPOTOMY 



Figure 12 

Bringing the Uterus into the Peritoneal Wound 

As ssoon as the colpotomy is completed and the 
uterus seen (see Fig. 7) it is caught by a fine hook. A 
small speculum introduced through the opening in the 
peritoneum renders the uterus more clearly visible (the 
speculum has been removed in the drawing). Gentle 
traction by means of the hook brings the upper part of 
the anterior uterine wall into view. 
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Figure i 3 

A second hook is placed above the first, as far up on 
the uterine wall as the eye can reach ; then the volsella 
are removed from the anterior lip of the cervix. Next, 
the lower hook is removed as carefully as possible, in 
order not to injure the uterus. 



32 



Figure 14 

The cervix is now pushed back. This enables a still 
higher part of the corpus uteri to be drawn down with 
the least amount of traction on the hook. 

The hooks are alternately placed higher and higher 
in the mid-line until the fundus is reached and the 
uterus is completely anteverted. 

Sometimes the second hook is sufficient to bring 
down the fundus into the wound, e.g. with a small 
uterus or with a large colpotomy wound. 
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Figure 15 

The picture shows the fundus uteri with the attach- 
ment of the right tube (/) visible. 
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Method of Bringing the Uterine Cornu into 
the Colpotomy Wound 

When the fundus is reached there is no difficulty 
in displaying the cornu uteri. The fundus is simply 
drawn to the opposite side by means of the hook 
inserted at its mid-point. 

If the corpus uteri is enlarged a second hook is 
employed and stronger traction used until the cornu 
(/;) is reached. 

We then see displayed the origin of the tube (/), and 
under it the round ligamenl. On drawing the tube 
downwards the ligament of the ovary {pr) is seen 
behind it. 

To Display the Tube 

In order to display the tube the cornu is first 
brought into view and then the tube is drawn down 
by forceps. It must not be crushed, and toothed 
forceps must not be used or the tube-wall will be 
lacerated. Under normal conditions it is easv to bring 
down and display the entire tube as far as its fimbriated 
extremity. 

To Display the Ovary 

The ovary is occasionally displayed unintentionally 
in drawing down the tube (especially when the 
abdominal ostium has been drawn into the wound), and 
can be at once secured. The methodical plan of bring- 
ing down an ovary is to first get possession of its 
ligament. 

In order to do this the cornu uteri (see Fig. i6) is 
drawn downwards so as to obtain a better view of the 
posterior wall of the cornu where the ovarian ligament 
has its origin. 
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Figure 17 

Should there be any difficulty in finding the ligament 
in the manner just described, then the origin of the 
ligamentum proprium ovarii is rendered more acces- 
sible if the uterine end of the tube with the peritoneum 
behind it be drawn downwards. 

This plan, however, sometimes fails if the ovarian 
ligament has a very low uterine insertion. 
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Figure i8 

In such a case the following plan will prove success- 
ful. Pass the bent index-finger behind the cornu, 
hook it under the ovarian ligament, and press out 
the whole pedicle of the adnexa. Lying upon the 
finger will be found : 

1. The Fallopian tube. 

2. The ovarian ligament. 

3. The round ligament. 

In this way it is generally possible to demonstrate 
the ovarian ligament, especially if at the same time the 
tube is pushed aside. 

If all these attempts to get possession of the ovarian 
ligament fail, the following method must be pursued : 
draw out the uterus through the vagina, and the 
ovarian ligaments will immediately appear. But, 
having caught the ligament, the body of the uterus 
must be replaced in order to gain room for the drawing 
out of the ovary. 
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Figure 20 

In order to fully display the ovary it is admissible, 
when required, to introduce a fine hook into the 
ovarian substance itself. 
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Figure 21 

The ovary has been drawn into the vagina. On the 
one side the ovarian ligament (/r), and on the other 
side the infundibulo-pelvic ligament (/) are seen. The 
tube lies under the ovary, with its fimbriated end (/') 
resting on the posterior speculum. 
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The Method of Drawing the Uterus Forwards 
into the Vagina 

This is done by means of steady traction on the 
fundus. If the corpus uteri is somewhat large, this 
is not easy. Under favourable conditions the same 
instrument which was used to draw the fundus into 
the peritoneal aperture will suffice to bring it into the 
vagina (Fig. 14). If stronger traction be necessary, 
this single-toothed tractor must be replaced by a 
stronger volsellum {Fig. 22). Rather than exert 
traction strong enough to injure the uterus, the col- 
potomy wound should be widened. It is done by 
further separating the bladder on each side. As a 
matter of fact, the dilatable peritoneal opening and the 
vaginal wall seldom obstruct the luxation of the uterus : 
multiple notches in the edges of the peritoneum and 
of the vaginal wall will often expedite the deliverv of 
the fundus. 

It is therefore recommended to make the opening 
somewhat larger, since after long-continued traction in 
drawing the uterus through a narrow opening it be- 
comes strangulated and its reposition will be rendered 
extremely difficult. 

It is important when an anterior speculum is used 
to manipulate it gently, so that it yields to the traction 
on the uterus and does not counteract the pull on the 
volsellum. 
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B 

The Method of bringing the Uterus and its Appen- 
dages INTO View and of drawing them into the 
Vaginal Canal through an Incision into the 
Posterior Fornix, /.^., 

POSTERIOR COLPOTOMY 



Figure 23 

Exposure of the Uterus and its Withdrawal into 

the Vaginal Canal 

After opening the pouch of Douglas, the cervix {p) 
is drawn up as high as possible with a volsellum, and 
the posterior wall of the uterus (z/), which is thus 
patent in the peritioneal aperture, is seized by a 
hook. 
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Figure 24 

The volsellum is now removed and the Portio 
vaginalis pushed into the anterior vaginal vault : at 
the same time by traction on the posterior uterine 
wall by means of the hook, the uterus is brought into 
a position of strongest retroflexion. 
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Figure 25 

Next the posterior wall of the uterus is seized 
successively higher and higher by hooks until the 
fundus appears. 
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Figure 26 

By strong traction on the fundus, the corpus uteri 
can be brought out completely into the vagina. 

The Exposure and Withdrawal of the Adnexa 

Uteri 

Just as in the anterior operation, so here, if only the 
adnexa are to be brought down, there is no object in 
drawing the corpus uteri into the vagina. As soon as 
the uterus is brought as far as the opening in the 
peritoneum (Fig. 25) it is drawn to one side, where- 
by the required cornu and its accompanying structures 
are rendered visible. 
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Figure 27 

In illustration 27 the uterine sound points to the 
ovarian ligament [pr) and slightly raises the latter. 
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Figure 28 

After the ovarian ligament is secured by forceps, the 
volsellum is removed from the fundus. By traction 
on its ligament the ovary is made to appear and 



Figure 29 

whilst the corpus uteri is poshed still further backwards, 
the ovary is drawn into the vagina. The entire ovarian 
ligament (/r) and some part at least of the suspensory 
ovarian ligament (s) now appear. Thus the Fallopian 
tube {t) can also be defined and withdrawn in the 
posterior vaginal operation, as shown in the foregoing 
illustrations. 
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In defining and withdrawing the internal genital 
organs in either anterior or posterior vaginal colpotomy, 
every manipulation must be carried out as delicately as 
possible, due regard being made to the extensibility of 
the ligaments and the size of the available space through 
which they are to be withdrawn. As already stated, it 
is essential in the process of bringing into view the 
fundus and the cornu uteri, to push the cervix back- 
wards. It would be absurd to keep the portio drawn 
forward if it is wished to deliver the fundus. We 
would also draw special attention to the fact that it is 
generally quite purposeless to draw the uterus into the 
vagina for the sake of bringing the adnexa into view or 
drawing its structures within reach, for thereby the 
necessary space is taken up by the uterus. We finally 
lay stress on the necessity of using delicate instruments. 
The insertion of coarse forceps into the uterus or ovary 
(if these organs are to be saved) is to be avoided, since 
these structures may be so injured as to call for their 
removal. 



A different method of rendering the internal genitalia 
visible and accessible has been developed in recent years, 
especially by v. Ott. 

It consists in elevating the pelvis so that the 
intestines gravitate towards the diaphragm, if the 
colpotomy wound is kept open. By adequate illumi- 
nation — ventroscopy — an instructive view of pelvic 
cavity (thus freed from the intestines) is obtained, and 
inspection of its special organs is possible. 




V. Ott carries out the illumination by small electric 
lincandescent lights fixed to the speculum with which 
Ithe colpotomy wound is Iield open, but a forehead lamp 
•can, as v. Ott says, be used for the purpose. 

The ventroscopic view is different in anterior to 
jthat obtahied in posterior colpotomy. 

By anterior operation, the anterior surface of the 
Uterus is seen with the attachments of the tubes and 
' ligaments. The ovary is usually concealed, being 
covered by the tube and broad ligament. To make 
^^ it visible, the two latter must be raised upwards slightly 
^wby forceps or drawn to one side. 

^H In posterior vaginal ventroscopy the ovary is seen, as 

^^Ea matter of course, hanging by its ligament from the 

^^uiterus, the latter being pushed forwards by the speculum. 

The various parts thus lit up by ventroscopy can be 

immediately secured, but in consequence of the tilted 

position of the pelvis the uterus and adnexa lie very 

high up, and therefore especially long instruments are 

needed in order to grasp these structures. 

^L Should it be desirable to draw any structure into 

PK'the vagina, it is recommended that the pelvis be lowered 

again immediately the structure is seized ; this brings 

the uterus and its adnexa close to the pelvic outlet, and 

I renders their withdrawal feasible by gentle traction, 

■•^a point of importance in what should be a delicate 

operation. 

The principal difference between v. Ott's method and 
■that previously described above lies in this : that in v. 
lOtt's ventroscopy the structures appear, so to speak, in 
\situ, and can be secured forthwith. 
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In comparing anterior vaginal with posterior vaginal 
colpotomy with respect to the accessibility of the normal 
pelvic organs, preference must be given to the former. 

This applies not only to the uterus but also to the 
adnexa. 

The reason of this is that the corpus uteri normally 
lies nearer the anterior than the posterior vaginal 
fornix, and therefore in the luxation of the uterus it 
is only necessary to slightly increase the normal antever- 
sion, whilst in order to draw it through a wound in 
the posterior fornix it is necessary to drag it into a 
position of extreme retroflexion. 

With regard to the accessibility of the adnexa, the 
cornu uteri is nearer the anterior vaginal vault than 
the posterior : consequently in delivering the adnexa 
through a posterior incision the ligaments must be put 
more on the stretch, — a point which specially applies 
to the infundibulo-pelvic ligament. 

Localisation of the pelvic structures is easier through 
an anterior opening because the organs remain more 
nearly in their normal position. 

Against these advantages must be placed the possible 
difficulty of freeing the bladder. 

In pathological conditions also (as will be seen later) 
the preference generally lies with anterior colpotomy. 
Nevertheless the posterior route has its indications and 
in many cases the two operations supplement each 
other. 



PART II.— SPECIAL SECTION 



OPERATIONS IN WHICH THE 
UTERUSrTS RETAINED 
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SHORTENING THE ROUND LIGAMENTS 
BY THE VAGINAL ROUTE 

Of the various vaginal operations devised for the 
correction of retroflexion, shortening of the round 
ligaments is the one which best promises to hold its 
own. The after-results are comparatively favourable, 
and dangers in subsequent pregnancy and labour are 
practically excluded. The operation is performed 
through the anterior vaginal fornix in the following 
way. 

Figure 30 

The right cornu is brought into the peritoneal 
aperture ; then the round ligament (r) is grasped by 
forceps and drawn out as far as possible. 
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Figure 31 

Both arms of the loop so formed (r), (the inner 
running to the cornu, the outer to the internal inguinal 
ring) are united by a few interrupted silk sutures {s 
signifies the edge of the vaginal wall). The needle 
must penetrate the ligamentous tissue only, it must not 
be passed into the vascular mesometric tissue which lies 
between the two limbs of the loop. 
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Figure 32 

The suturing is commenced from where the forceps 
grasp the ligament. The tube (/) automatically retracts 
iuit of sight pari passu with the suturing of the round 
ligament. This operation is performed on both sides ; 
the sutured loops of ligament are replaced and the 
wound in the anterior fornix closed. 

If the uterus is bulky, or if perimetric adhesions 

have to be separated, the final results are better if, after 

the round ligaments are shortened, their loops are fixed 
to the edire of the vaginal wound. When necessar>\ 

shortening of the round ligaments mav be combined 
with Yagin^>-fixation of the uterus. 

If the pv^uch of Douglas has to be opened for ad- 
hesions^ and if these are so strong: that it is not eosv to 
separate them without s^reat hxmorrhii^e or i^ross 
iniurv to the uterus, the malposition is onlv of 
scvvtuiarv impv.>rtance. In such cases, it anv operation 
IS HKiicatcvi. total extirpation of the uterus should be 
pertormcc. 
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VAGINAL FIXATION OF THE UTERUS 

The mid-vertical point of the anterior wall of the 
uterus is brought into view and attached to the 
peritoneum of the plica and bladder by transverse 
sutures, then the sutures which will eventually close the 
sagittal vaginal wound are passed as well through the 
peritoneal surface of the uterus. 



Figure 33 

Fixation of the uterus at this level — so far beneath 
the fundus — and also its fixation to the vagina itself 
without closure of the peritoneum has no untoward 
influence upon future pregnancy and labour. 

High Jixation per vaginam^ i.e. fixation of the fundus, 
is only admissible after the climacteric or when 
combined with sterilisation. It is called for principally 
in operations for prolapsus. In extreme prolapse, 
especially with a large cystocele, intra-vaginal fixation 
of the uterus is indicated. 
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INTRA-VAGINAL FIXATION 
(INTERPOSITIO VESICO-VAGINALIS UTERI) 

The body of the uterus is drawn through the anterior 
colpotomy wound and sutured to the freshly-prepared 
anterior vaginal wall. It thereby serves as a support 
to the bladder. The fundus lies under the urethra, 
and the anterior surface of the uterus lies bare in 
the vagina. 

Instead of allowing the bare surface of the uterus to 
granulate over, which takes several weeks, the uterus 
may be covered by the anterior vaginal wall by making 
a mesial vaginal incision and undermining the mucosa 
on either side sufficiently for the comfortable insertion 
of the corpus uteri. If there is any excess of mucous 
membrane in the flaps it may be cut off. 



Figure 34 

The lateral flaps of vaginal mucosa are held aside. 
The bladder [b) is then freely exposed It is now 
separated from the cervix {c). After the vesico-uterine 
pouch is opened, 
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Figure 35 

The corpus uteri is drawn through the aperture into 
the vagina and made to press against the bladder. 
Thereupon the flaps of vaginal tissue are sewn to the 
uterus by a number of sutures. 

To ensure a better final result in cases where there 
is marked relaxation of the ligaments, this operation 
may be combined with shortening of the sacro-uterine 
ligaments. 
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SHORTENING OF THE LIGAMENTA 

SACRO-UTERINA 



Figure 36 

After the corpus uteri is drawn through the anterior 
colpotomy wound as far as possible, the sacro-uterine 
ligaments (s) become visible and are secured and drawn 
forwards by forceps. The folds thus produced are 
sewn together on each side with silk, in a similar way 
to that described in the case of shortening the round 
ligaments. 

The shortening of the sacro-uterine ligaments and the 
drawing up of the cervix against the posterior pelvic 
wall go hand-in-hand with the tying of the suture. 




Tne operation of Interpositio Vesko-Vagwahs must M^ 
course be combined with extensive colpo-perineor- 
rhaphy. 

If performed during the period of fertility sterilisa- 
tion must be carried out. This is best effected by 
removal of the tubes. This is generally done by a 
most thorough extirpation of the tube, making a wedge- 
shaped excision of the isthmic portion from the cornu 
uteri, and sewing up the wound with the utmost care. 

We may mention here the plastic-uterine operations 
for prolapse devised bv Freund and Fritsch. 

The difference is essentially this, that in the last-named 
method the corpus uteri is not only fixed to the anterior 
but also to the posterior vaginal wall, so that it lies as 
an ovular pessary in the vagina, whilst in the method 
here described the uterus, as a pillow, supports the 
bladder, and the lumen of the vagina remains free 
for coitus, and the uterine secretion can escape through 
the natural os uteri, whereas in Freund's operation an 
artificial os has to be made. 

It may be noted that even very small uteri such 
as have undergone senile atrophy render good service, 
and in any case it is better to use them in this way 
than to remove them. 

If the uterus is too large a suitable portion must be 
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excised (myomata enucleated, &c.) in order to reduce 
its size. 

Th. Landau carries resection of the uterus in some 
cases to such an exent as to leave only a flap of the 
posterior wall, to which the sacro-uterine ligaments are 
attached. In order to stretch these ligaments to the 
utmost this flap is carried forwards to where the fundus 
would lie if still present, and is fixed quite anteriorly 
behind the orifice of the urethra. This plan has the 
great disadvantage that the posterior wall of the vagina 
is so much drawn forwards that the vaginal lumen is 
considerably shortened. 

In large rectoceles the uterus can be treated in a 
similar plastic manner, but here the corpus uteri is 
sewn into the recto-vaginal septum. The posterior 
vaginal wall is split in a similar way by a median 
vertical incision, lateral flaps of vaginal tissue are dis- 
sected back, and with these the uterus is covered after 
it has been drawn into the vagina. After this is 
done, any excess of the vaginal tissue is cut away. 

In employing the uterus in this plastic manner in the 
treatment of rectoceles posterior colpotomy is recom- 
mended. 
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VAGINAL MYOMECTOMY 

In the operation of vaginal myomectomy where it is 
desired to save the uterus, the first thing to be done is 
to endeavour to bring the myoma itself into the col- 
potomy wound. 

The anterior route is, in the majority of cases, the 
better one to employ. Only in cases where the tumour 
springs from the lower part of the posterior wall of the 
uterus and lies in the pouch of Douglas is the posterior 
operation to be chosen. 

To define the tumour, the uterus is drawn forwards 
into the wound until the pedicle of the tumour is 
reached. 

If the growth be interstitial (with a wide attachment) 
the myomatous uterus is drawn into the vagina by 
strong traction with the use of one or several vulsella. 
The tumour is then enucleated, its bed carefully sewn 
up, and the uterus is replaced. 

If it is impossible to draw the uterus into the vagina, 
in spite of the utmost dilatation of the colpotomy wound 
(see p. 48), the enucleation must be attempted with the 
uterus left in situ. The tumour is drawn forwards as far 
as possible, its capsule is split, the bare tumour is seized, 
and by strong traction separated from its bed. The 
body of the uterus thus reduced in size often enters 
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into the vagina before the enucleation of the tumour is 
completed. It is, however, not necessary that the 
uterus shall come down, and it is possible to close the 
wound in which the tumour lay without drawing the 
uterus into the vagina. 

With pedunculated tumours it is found that the growths 
cannot be drawn through the aperture into the vagina 
straight away, but it is necessary as a rule to turn 
the myoma until the pole of the tumour opposite 
its pedicle is reached. Now the tumour is easily drawn 
into the vagina, while the uterus slips to one side. If 
the delivery of the tumour is forced before being 
turned in the manner described, then both uterus and 
its growth simultaneously try to appear in the vagina 
and for this the colpotomy wound is scarcely large 
enough. Yielding to the traction the corpus uteri 
follows the myoma into the vagina and the separation 
and suturing of the pedicle is then accomplished. In 
pedunculated growths it is not so often necessary to 
draw the uterus into the vagina in order to stop 
hemorrhage, as in the case of interstitial tumours. 



In the following pages extirpation of a subserous 
I pedunculated myomata will be demonstrated. 
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Figure 37 

After opening the vesical pouch the corpus uteri is 
brought into the aperture and pushed aside until the 
pedicle (sr) of the growth is reached. By traction 
thereon the tumour is brought into view. 
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Figure 38 

As soon as the tumour is defined it is fixed by a 
volsellum and the uterus is released. 
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Figure 39 

The tumour having been turned, the pole remote 
from the pedicle is seized with forceps and drawn 
with sufficient force through the peritoneal aperture 
into the vagina. 
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Figure 40 

The myoma {m) is drawn out of the vagina and 
hangs by its pedicle from the uterus ; the latter has been 
brought into view by traction on the myoma. 

Its removal is effected by simply ligaturing and 
cutting through the pedicle, or better still by excision 
and 
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Figure 41 

carefully closing the uterine wound by silk sutures. 

Only after careful haemostasis is the uterus replaced, 
and the colpotomy wound closed. 
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The practical value of vaginal myomectomy would 
be very limited if the operation were confined to the 
removal of tumours which are small enough to be drawn 
down in toto into the vagina. Such small growths 
seldom call for operation. 

As a matter of fact tumours of considerable size may 
be removed by morcellement per vaginam^ that is, by 
removing the tumour piece by piece, always granting 
that it can be brought within reach. 

The morcellement is commenced by seizing a portion 
of the growth by forceps, and before it is completely 
cut through the tumour is elsewhere secured by another 
instrument to prevent it slipping back. After the first 
piece has been cut away, the tumour is again manipu- 
lated so that the parts adjacent come into view. The 
bladder and vagina are pressed everywhere aside by 
suitably-shaped retractors in order to render as much of 
the surface of the growth visible as is possible. Special 
stress is laid on keeping the parts clearly in view whilst 
cutting as large a piece out of the growth as possible. 
It is important at the outset to enter the knife deeply 
towards the centre of the tumour. 

At first, the pieces of growth which can be removed 
are comparatively small, especially in large tumours 
which are not easily drawn down. In the further 
stages of the operation, the tumour, becoming smaller. 




is more easily drawn down and defined, and therefore the 
morcellement is proceeded with more rapidly. When 
the tumour is sufficiently reduced in size it is drawn 
into the vagina and the uterus follows, after which 
^btthe treatment proceeds the same as for smaller growths 
^Bwhich are treated without morcellement. 

Hsmorrhage is generally insignificant in spite of 
the presence of large vessels. It is kept in check by 
the continuous traction of the tumour. 

In the morcellement of interstitial tumours care 

I must be taken not to trespass into uterine substance, 
|>ut to limit the cutting to the tumour itself. Iniury 
jo the uterus is thereby avoided, which is of import- 
ance for the preservation of the uterus as well as for 
the prevention of hemorrhage. 
Special instruments have been variously recommended 
for this operation, e.g. Marion Sims' myoma screw to 
draw down the growth after its definition. Doyen's 
" tubes tranchants " to canalise the tumour, Segond's 
knife for morcellement, and others — the latter (a two- 
edged knife with a slightly bent surface and a long 
handle) is indispensable ; for tlie rest, strong vulsella 

»and museaux clamps suffice. 
As already stated, vaginal myomectomy for large 
tumours is only possible where the growths can be 
clearly defined and brought into the peritoneal opening. 
To do this we proceed in the same way as with the 
smaller tumours which can be brought down without 
morcellement, viz. by making traction higher and 
higher up the uterus by forceps until the substance 
[of the tumour or its pedicle is reached. 
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The larger the myomatous uterus and the higher up 
the tumour the more difficult usually becomes the 
necessary anteversion. Its success depends chiefly upon 
the degree of elasticity of the pelvic ligamentous struc- 
tures. The mobility of the ligaments can be easily 
tested by traction on the cervix with forceps. If it is 
insufficient the bases of the broad ligaments may be 
tied and divided (the cervix may be amputated with 
advantage). In this way the drawing down of the 
tumour succeeds even in very difficult cases, but in 
such cases- — ^especially where the uterine arteries are 
ligatured — preservation of the uterus becomes question- 
able. 

We cannot lay down any rules as to the size of the 
growths to be removed by morcellement. The size of 
the tumour must in every case be carefully investigated. 
It is of little importance to determine how high the 
tumour ascends in the abdominal cavity. The 
frequently cited rule that the umbilical level limits 
vaginal myomectomy is inadequate. Tumours which 
do not reach the navel may be larger than those which 
extend above it. 

It is not justifiable to attempt the removal of very 
large tumours by vaginal morcellation, for although 
they may be fairly well brought down and defined, 
piece-meal removal would take a very long time. It 
must also be borne in mind that the hemorrhage 
would be considerable, since in the morcellation of 
large tumours the retraction of the incised masses 
during manipulation cannot be prevented, and during 
their retraction hemorrhage into the peritoneal cavity 
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occurs, as is shown by the quantity of blood discovered 
behind the tumour when the latter is ultimately 
delivered. 

Finally it must be pointed out that prominent bosses 
on the surface of the tumour make the drawing-down 
of the same into the wound difficult or impossible, 
since they become impacted above the symphysis. 
The presence of such nodes must be sought ; they 
must be secured by forceps, and guided into the pelvis. 

The presence of peritoneal adhesions^ so strong and 
extensive as to impair the mobility of the uterus more 
or less completely, is a contra-indication to vaginal 
myomectomy. Their existence can be fully ascertained 
before deciding upon this operation. 

In the following illustrations the stages of vaginal 
myomectomy by morcellement are described in detail. 
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Figure 42 

In this case there are two myomata, one of which is 
the size of a child's head, and has developed in the 
anterior wall of the uterus. It is of the subserous 
variety. The other is about the size of a man's fist, 
and springs from the posterior uterine wall. 

After opening the vesical pouch, the forceps are 
applied higher and higher to the anterior surface of the 
uterus until the capsule of the tumour is reached, and 
brought into the aperture. The picture (42) shows 
the operation at this stage. 
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Figure 43 
Now the capsule is split, and the tumour exposed 
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Figure 44 

The tumour is secured, and morcellement begun. 
By running the knife around the forceps a cone-shaped 
piece is scooped out, and as far as possible a further 
sacrifice of the capsule is thus avoided. 
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Before the cone-shaped piece is fulh] 
edge of the capsule from which it w 
seized by a second pair of forceps t 
tumour slipping back when evacuatii 
piece of tissue is completed. 
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Figure 46 

After the first piece has been cut away, a funnel- 
shaped aperture in the tissue of the tumour is exposed. 



FiGUR 



47 



The adjacent parts of the tumour are now strongly 
drawn down into the wound by the volsellum, after- 
wards the capsule is pushed back, partly by the finger, 
and partly with retractors. 
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Figure 48 

The morcellation proceeds by persistently pressing 
back the capsule, and by continuous traction on the 
tumour in various directions until the size of the 
growth is so lessened, that 
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Figure 49 

the tumour yielding to traction is brought into and 
outside the vagina. The corpus uteri follows the 
tumour, the latter having been almost entirely dragged 
out of its capsule by the foregoing manipulations. 
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Figure 50 

The complete delivery of the corpus uteri is still 
prevented by the second growth. The origin of the 
right adnexa and the fundus uteri are seen. The left 
cornu is still withheld from view. 
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Figure 51 

Next a pair of forceps are inserted into the posterior 
wall of the corpus uteri, and sufficient traction exerted 
to bring the posterior growth into view. 

The capsule is now split, and the tumour enucleated 
by morcellement, after which the uterus can be com- 
pletely delivered. 
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Figure 52 

The uterus, freed from its two tumours, is greatly 
deformed, and, owing to the size of the capsules and 
the free haemorrhage, it seems questionable if the uterus 
can be saved. 



Figure 53 

After extensive resection of the capsule, it is closed 
by deep and superficial sutures, and the anterior capsule 
is dealt with in a similar manner. 
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The reconstructed corpus uteri appears worthy of 
preservation, and is therefore replaced. 

After reposition of the uterus, the operator convinces 
himself that there is no further bleeding. If there is 
slight oozing a drain should be introduced through the 
posterior vaginal vault. 

When several myomata are present the more accessible 
ones are, of course, dealt with first. This applies 
especially to those which grow out from the cervix 
into the pelvic connective tissues. Retro-cervical 
growths must be first removed, because it is only 
after their removal that the portio vaginalis becomes 
accessible, and thus the colpotomy is rendered possible. 
The same priority as regards removal applies to sub- 
inucous growths. The reduction in size of the uterus 
obtained by first extirpating the submucous growths 
ensures {ceteris paribus) the success of the operation. 

For the removal of a submucous myoma, the bladder 
is first separated, and then the anterior wall of the 
cervix is divided in the mid-vertical line (Veit and 
Doyen), and the incision may be prolonged into the 
lower uterine segment. It is quite immaterial whether 
the peritoneal space is opened or not. It is scarcely 
necessarv to mention that when manv myomata have 
to be dealt with, both anterior and posterior colpotomy 
mav be employed, so that tumours which are more 
accessible posteriorly are removed from behind, an d the 
anterior ones are dealt with from in front. 
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Figure 55 

Division of the anterior cervical wall in order to 
expose a submucous myoma. The peritoneum is not 
opened. 
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OPKKATIONS ON THE FALLOPIAN TUBES 

(PER VAGINAM) 



The tubes, as already shown, are so thoroughly 
aiicssihle by the vaginal route as to render it possible 
to carry out operations in relation to them with visual 
aid. 

Apart from the occasional resection, etc., the removal 
ot* tubal swellings is of first importance. 

*I*hc chief fundamental principle, already repeatedly 
stated, is that the uterus must not be drawn into the 
vauina but only made use of in order to reach the 
\>riviin of the tube ; when this is done the tube i> 
cKuupcd with forcej^s or secured by a loop of silk and 
divided from the cornu. 

ri)c corpus uteri is now pushed to the opposite siie 
tv^ alK^w the tul'^ to be more readily drawn ir.c: the 
x^ijittu b\ the forceps or the ligature. Bv drviiini: rhe 
txK>v^-salpin\ frvMU the ligamentum latum >ter b'* 5i:^:> 
the tulv is tiually completely detachevi. 

In th:s wax tuNal-saos and irravii tuS^^ car. re iiul: 

fe > * . • - 

I sV^3C ^T >N^:: av:hc<:or:> rttav be jcrvirace-i by ctrm-n^ 
^^^N' or c\xo rtrc^r^ ;\j.>: :hc !a^irraII!v-cLtv.*oi uwr;> i.T)i 

sd^^sK :rv«x :hc bcv^^tvi ttiC'taaeac. whittle itfir sritx Sc- 
^x^^rr^x bx- cfec c«t«r Stkiai ckcc cxBcmafcr jt-^ 



abdomen. Ventroscopy may be employed in separating 

Iadhesions. 
In dealing with pus-, blood-, and serous-sacs puncture 
is unavoidable ; extensive contamination of the peri- 
toneal cavity does not take place. 
Under all circumstances it is to be noted that these 
operations are of a very delicate nature and require 
exceptionally cautious manipulations. 
This is especially so in extirpating pregnant tubes. 
Only too easily may both tube and ovary be destroyed, 
and then it is often difficult to so extirpate the freely 
bleeding stump as to be certain of hasmostasis. 
Therefore avoid all rough handling and all strong 
traction whilst drawing the tube, cautiously out of its 
Pldhesions. 

We must be very cautious in choosing the vaginal 

[route for removal of the tubes and adnexal tumours 

■when difficult adhesions are present. It is not always 

ossible to save the uterus in such operations. In 

case of a unilateral fixed tumour laparotomy is 

preferable, and equally so where the vagina is narrow 

nd unyielding. 

In cases where the vaginal route seems feasible, the 
anterior incision is to be preferred (see page 66). The 
posterior incision can only be a help in the separation 
of a tubal-sac adherent to the pouch of Douglas, 
or with the shelling-out and freeing of an hematocele. 
The delivery of movable tumours is best carried out 
through an anterior vaginal incision. 

For treatment of the wound see chapter on 
" drainage." 
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VAGINAL OVARIOTOMY 

Anterior colpotomy is generally to be preferred in the 
removal of ovarian tumours. The reasons for this are 
explained in the introductory section of our work 
(page 36 and onwards). In the procedure of drawing 
the ovarian tumour into the peritoneal incision the 
chief consideration to be taken into account is the 
position of the uterus. 

If the growth lies in front of the uterus its surface 
will present directly the vesical pouch is opened, and 
usually only slight pressure from without is needed 
in order to better define the tumour. If omentum or 
bowel should prolapse the pelvis should be raised. 
Bowel and omentum then gravitate towards the 
diaphragm, whilst the tumour is pressed into the 
colpotomy wound by abdominal compression. 

If the definition of the tumour is impossible bv 
the above means owing, for instance, to the fact 
that the tumour is too high or because it lies 
behind the uterus, the same means must be employed 
as were used in defining the normal ovary, viz., traction 
upon the uterus, or, perhaps, ventroscopy may be 
tried. 

It may appear strange that an anterior incision 
is best tor the removal of tumours which lie in the 
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pouch of Douglas, since no doubt those so situated can 
be more easily defined through the posterior incision. 
But we must remember, however, that the most impor- 
tant point to consider in the removal of such tumours is 
to gainjeasy access to the pedicle. For this purpose the 
anterior wound is eminently preferable. 

With a long pedicle there is nothing to prevent 
the delivery' of an ovarian tumour by the posterior 
route, and it must be allowed that in such cases 
posterior^colpotomy is easier than the anterior method. 
But when the pedicle is not very long there are diffi- 
culties in drawing it down sufficiently through a 
posterior wound. 
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EXTIRPATION BY ANTERIOR COLPOTOMY OF 
AN OVARIAN TUMOUR WHICH LIES IN 
FRONT OF THE UTERUS 



Figure 56 

The vaginal cervix is drawn down by forceps, the 
vesical pouch is opened. The surface (c) of the 
tumour is rendered visible by the pushing back of the 
anterior vaginal wall by means of a retractor. 
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Figure 57 

A trochar with a canula is introduced whilst the 

• • ... 

tumour is held firmly in position by the hand placed 
on the abdominal wall. 
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Figure 58 

After removing the trochar from the canula the 
fluid runs out of the cyst. This is patiently watched, 
until 
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the cyst wall becomes flaccid ; it is then grasped by 
forceps 
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Figure 6o 

and drawn out. 

As the cyst empties it is drawn out more and more. 
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Figure 6i 

At the same time it is helpful to apply the forceps 
higher and higher, until finally the tumour 
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Figure 62 

slips through the peritoneal aperture. 

The cyst is shown, nearly empty, hanging by its 
pedicle. 
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Figure 63 

. . . - ... • ■ 

The Fallopian tube in nearly its whole length has 
also prolapsed. 

By gentle traction on the pedicle the corresponding 
cornu uteri 
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Figure 64 

becomes visible. Ligation and section of the pedicle 
follow. 

After most careful haemostasis the stump is dropped 
and the colpotomy wound closed. 
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REMOVAL BY ANTERIOR COLPOTOMY OF AN 
OVARIAN TUMOUR SITUATED BEHIND THE 
UTERUS 

Figure 65 

After clearly defining the corresponding cornu uteri 
(the figure shows a right-sided tumour) the ovarian 
ligament is grasped. 
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Figure 66 

The ligament is held up by forceps for the sake 
of demonstration. The hook used in drawing forwards 
the cornu uteri has been removed. 
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Figure 68 

The dissecting forceps are replaced by clamps in 
order to make stronger traction on the ovarian ligament. 

The tumour is now lifted out of the pouch of 
Douglas. The uterus at the same time disappears. 
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Figure 69 

Since we are now concerned with a dermoid, puncture 
with a trochar and canula is not made, but the tumour 
is sufficiently drawn down by sharp hooks in ordei* to 
define its distal extremity. 
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Figure 70 

Whilst the tumour is fixed with a hook its wall is 
incised by means of a scalpel. 
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Figure 71 

Sebaceous material escapes through the incision. 
Gentle traction is made by means of forceps on the 
flaccid cyst-wall. 
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Figure 72 

The incision is enlarged and its edges held open 
to allow free exit to the contents. The tumour now 
empties rapidly. 
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Figure 73 

A mass of hair is drawn out by forceps, and as the 
cyst wall is reduced in size it is gradually withdrawn. 
Suddenly there is a block. Seeking the cause, 
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Figure 74 

it is found that a second loculus lies deeply situated 
in the bulging wall. This is also incised by a scalpel 
and emptied of its contents, after which the delivery of 
the entire cyst 
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Figure 75 

presents no difficulty. 

Now the operation-area, instruments, and operator's 
hands are cleansed of the sticky dermoid contents, then 
the tumour is removed and its stump treated secundum 
artem. With adequate precaution it is possible to 
prevent contamination of the peritoneal cavity by the 
contents of the cyst with almost absolute certainty. 
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REMOVAL BY POSTERIOR COLPOTOMY OF AN 
OVARIAN CYST SITUATED POSTERIORLY 



Figure 76 

The surface of a dermoid cyst is seen presenting 
through an opening in the pouch of Douglas (c). 
After puncturing and opening the same the cyst-wall is 
clamped and drawn down. 
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Figure jj 

Shows the tumour after complete delivery. Its 
pedicle lies on the index finger of the left hand. This 
is now tied and cut oflF, the stump is dropped back and 
the colpotomy wound closed. 
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The one essential for vaginal ovariotomy is that the 
tumour be sufficiently mobile. This point can nearly 
always be decided by careful examination. If it is 
thought that adhesions exist, the vaginal route is 
eschewed as a matter of course. Even if soft adhesions 
or coils of bowel united to the growth can be drawn 
down and dealt with bv visual aid, other difficulties 
may still arise which make it impossible to complete 
the operation by the vaginal route. 

In the case of tumours which are incarcerated in 
the pouch of Douglas it is often impossible to decide 
even by examination under narcosis w^hether adhesions 
are present. In such cases exploratory posterior col- 
potomy is recommended. Should it be found that 
adhesions exist which would prevent the withdrawal of 
the tumour, laparotomy must be performed. In the 
absence of adhesions, or if those present are only such 
as are easily separated or can be brought within reach 
by extirpation of the emptied cyst, then the operation 
by the posterior vaginal route proceeds smoothly, since 
incarcerated tumours usually have a long pedicle. In 
exceptional cases, /.f ., when the pedicle is short, then it 



is recommended to employ anterior colpotomy as 
well. 

Incarceration of ovarian tumours occurs compara- 
tively frequently in gestation. Here the posterior route 
has the additional advantage that it avoids manipula- 
tion of the gravid uterus. It is impossible in any 
case to prevent traction on the ovarian ligament, but 
experience teaches that abortion is no more frequent 
after vaginal ovariotomy than after the abdominal 
operation. 

Malignancy in an ovarian growth is a conira-indica- 
tion to vaginal extirpation, since the necessity of 
reducing the size of the growth exposes the patient to 
the risk of implantation of infection by the particles of 
malignant tissue. 

Granted that the character of the growth cannot 
always be ascertained with certainty at the beginning, 
still, a thorough examination which takes into account 
all the symptoms seldom leads to mistakes. The 
merest suspicion of malignancy would induce the 
operator to avoid the vaginal route. 

For the same reason the vaginal operation is not to 
be employed for solid tumours nor for large cystic 
tumours with solid outgrowths. 

There are no other contra-indications. The mere 
size of a tumour may be ignored. Cysts tilling the 
whole abdominal cavity can be removed per vaginam ; 
but with such large tumours it is impossible to form an 
opinion as to their mobility. The drawing down of 
such a large growth into the peritoneal incision is 
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indeed generally difficult, their size preventing them 
from being pressed or drawn into the pelvis, and there- 
fore they cannot be brought near enough to the 
colpotomy wound. Whilst this is an absolute contra- 
indication in the case of myomata, it suffices in ovarian 
cysts to render a small part visible and to bring it near 
enough for the insertion of a trochar. 



REMOVAL OF THE UTERUS 



Vaginal hysterectomy can be performed in two ways. 
The first method — extirpation from above downwards 
— is carried out as follows : — After opening the vesical 
pouch the fundus is drawn down into the vagina and 
the tying-ofF of the adnexa is begun from above. In 
the second method — extirpation from below upwards 
— the operation is begun by tying-ofF and dividing the 
cervix from the parametrium. 
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I. EXTIRPATION FROM ABOVE DOWN- 
WARDS 

In carrying out this procedure it is first necessary to 
open the peritoneum and then to draw the uterus into 
the vagina. For reasons already stated in the intro- 
ductory part of this work the anterior peritoneal 
incision is best suited for this purpose. 



Figure 78 

After the anterior vaginal vault is opened (Figs. 1—7) 
the uterus is drawn into the vagina (Figs. 12—16). 
The fundus is drawn to the right by a volsellum, and 
thus the left adnexa become accessible. The finger 
is passed behind the left ovarian ligament and a 
threaded needle-holder is passed beneath the round 
ligament (r) on the tip of the finger. 
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Figure 79 

After the needle is carried through under the adnexal 
pedicle, 
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Figure 8o 



the ligature is tied, the adnexa is divided. The 
on is made at right angles to the direction of the 
and ligaments and not too close to the ligature 
Ise the latter will easily slip off from the stump 
ig the further course of the operation. 
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Figure 8i 

The stump of the adnexa {s) is held aside by the 
ligature and the succeeding parts of the broad ligament 
— under control of the index-finger (see Fig, 78) — are 
tied and divided. 
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Figure 82 



The ligation and division of the ligament is carried 
on in this way until the parametrium 
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Figure 83 

is reached. The vaginal cervix is now pressed out of 
the posterior fornix by the finger, whereby the para- 
metrium is made more accessible. The opposite picture 
shows the ligation of the upper part of the parametrium. 
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Figure 84 

demonstrates the ligation of the lower half of the para- 
metrium. In order to bring the part within as easy 
reach as possible the cervix is seized by forceps and 
drawn down. In dissecting the parametrium it is 
necessary to keep close to the cervix to avoid injury to 
the ureter. 
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Figure 85 

After the uterus has been separated completely on 
the left side as far down as the vaginal vault, the same 
process is carried out on the other side. 
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Figure 86 

vs the conclusion of the operation. Lying on the 
He are seen the right sacro-uterine ligament and 
remains of the parametric tissues. 



FuiURE 87 

Now the uterus hangs only by the 
vault, from which it is separated trans\ 
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Figure 88 

The peritoneum of the pouch of Douglas is sewn by 
a few sutures to the edge of the posterior vaginal 
wound. For the sake of absolute haemostasis the 
stumps are sewn to the edge of the vaginal incision. 

The operation is concluded by either inserting a 
drain of iodoform gauze which must reach as high as 
the stumps on both sides, or by closing the peritoneal 
cavity, care being taken that as much of the fixed 
stump as possible comes to lie in the vagina. 

The extirpation of the uterus from above can be per- 
formed also through a posterior incision, in which case 
the luxation is carried out through the posterior vaginal 
vault (see Figs. 23 — 27). This procedure is seldom 
employed, for reasons repeatedly given. 
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2. REMOVAL OF THE UTERUS FROM 

BELOW UPWARDS 



Figure 89 

A circular incision is made around the portio 
vaginalis, and the vaginal skin pushed back in 
order to expose the lower parts of the parametrium 
on both sides (ligamenta cardinalia). The bladder is 
next separated from the cervix — not only in the middle 
but also on both sides (see Figure 2). The portio 
vaginalis is drawn to one side. 

On account of the fan-shaped expansion of the 
parametrium, it can seldom all be included in one 
ligature (vesico-uterine and sacro-uterine ligaments). 
It is advisable to ligate the sacro-uterine ligament, and 
perhaps also the vesico-uterine part, separately. 

In order to stretch the parts which are to be ligated 
the cervix must not only be drawn to the side, but 
must at the same time be drawn respectively forwards 
or backwards. 
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Figure 90 

In tying off the right parametrium the portio is 
ilrawn to the left side, and, after the left index finger 
is placed behind the parametrium, the needle-holder, 
armed with a ligature, is introduced on the top of the 
fmucr. 
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Figure 91 

shows the correct position of the hand and finger in 
tying the ligature, and rendering it secure. During 
the ligation the traction on the portio must be 
released. 

Division of the tied parts is made at right angles to 
the direction of the tissues in order to secure a good 
stump from which the ligatures will not slip when 
traction is made. 
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Figure 92 

After the parametrium of the one side has been tied 
and divided as high as possible, that on the other side 
is dealt with in a similar manner. 

The uterus now comes lower down. If the anterior 
or posterior peritoneal folds are now in sight they 
should be opened. 
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Figure 93 

To open Douglas's pouch, the cervix is drawn up by 
forceps. 
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Figure 94 

When the cervix is drawn down by forceps, the 
vesical pouch easily comes into view and is opened. 
The forceps are holding open the incision. 

It is not necessary to open the peritoneum at this 
early stage of the operation, since this will have to 
take place as the division of the ligaments proceeds 
upwards. 
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Figure 95 

The remaining part of the parametrium is being 
ligatured (^ = peritoneum). 
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Figure 96 
Division of the parametrium is complete. 
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Figure 97 

After division of the parametrium on both sides, the 
uterus comes further down ; and after the thin 
ligamenta lata are cut through it hangs 
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Figure 98 

finally only by its adnexa. By separation of the latter, 
the extirpation of the uterus is finished (r=ligamentum 
rotundum, /= tube, ^r = ovarian ligament). 
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There are cases in which it is difficult to remove 
the uterus from above downwards. The reasons 
for this have in part been indicated, in the descrip- 
tion of anterior colpotomy. Mainly they are — 
infiltration of the parametrium ; strong parametric 
adhesions limiting the uterine mobility, so that its 
luxation is impossible ; or on account of which the 
peritoneum cannot be opened at all. On the other 
hand, this method has an advantage which cannot be 
over-estimated, viz., it allows of the removal of more 
parametric tissue with the uterus than does the other 
plan. The reason for this is that after the adnexa are 
freed on both sides, the corpus uteri affords a means of 
making extremely strong traction on the parametrium 
(see Figure 84), and by this means more of this tissue 
is brought within reach for ligation. 

Of course there is greater danger to the ureter 
(page 192), the pars vesicalis of which — even when the 
bladder is well pushed up — remains, and must remain, 
in connection with the parametrium, and after complete 
luxation of the uterus it forms a loop which may 
become included in a ligature which is placed far out. 

Both methods of performing hysterectomy may, if 
necessary, be combined ; for example, the operation 
may be begun by division of the parametrium, then the 
peritoneum is opened, the fundus drawn out and divided 
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from the adnexa, and so working from above down the 
extirpation is completed. 

In especially difficult cases, e.g.^ with unyielding 
adhesions or an unusually large fundus, mesial splitting 
of the uterus serves a useful purpose. In both methods 
of hysterectomy this may be done. As regards the 
details of this procedure we refer the reader to the 
chapter on " Extirpation of the uterus and its adnexa." 
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HYSTERECTOMY FOR MYOMA UTERI 

Both methods of extirpation are employed for myoma 
uteri. Generally speaking removal from above down- 
wards is to be preferred, i.e. after opening the anterior, 
or if necessary, the posterior fornix, the myoma is 
drawn into the wound and its removal is effected with 
or without morcellement. This method admits of the 
possibility of saving the uterus (see " conservative 
operation.") 

When it is impossible to bring the myoma into the 
wound the removal from below upwards is the better 
operation : by first tying and dividing the parametrium 
the mvomatous uterus is rendered more movable, and 
after ligating and dividing the parametrium, and 
amputating the cervix as high as possible, access to the 
growth is improved. 

As regards the technique of bringing down and 
morcellating a myoma, very little need be added to 
what will be found in the chapter on "vaginal 
myomectomy '' (pages 96-99) . 

Also in cases in which the uterus is sacrificed mor- 
cellement should be limited to the tissues of the tumour, 
keeping as far as possible from the uterus, especially at 
the sides. Haniiorrhage from tissues in these situations 
is usually great on account of the proximity to large 
vessels, although it can generally be restricted by strong 
traction on the forceps attached to the uterus. 

If during morcellation the attachments of the adnexa 



become visible they should at once be tied and divided; 
tearing of the adnexa is thus prevented and the tumour 
is generally rendered more mobile. 

The principles vi-hich have already been laid down 
{pages 99, lOo), in reference to the size and mobility 
of the myoma, apply in general here also. Still it is 
obvious that by sacrificing the uterus (in which it is 
admissible first to tie the parametrium and free the 
cervix) more difficult tumours can be dealt with than 
by the conservative operation. 

» VAGINAL HYSTERECTOMY 

WITH DISSECTION OF THE URETERS 

The principal danger in vaginal hysterectomy lies in 
the possibility of including the ureters in the parametric 
ligatures. 

This being so, in whichever way the uterus is 
removed the precaution must be taken of separating 
the bladder from the cervix as thoroughly as possible, 
especially in the lateral parametric areas ; by so doing 
the ureters are to some extent displaced out of the field 
of operation ; moreover, the parametrium must not be 
tied too far out. 

In cases where the ureters are abnormally fixed so 
that they cannot be pushed aside, or where it is desired 
to remove as much parametrium with the uterus as 
possible, a preliminary dissection of the ureter is 
recommended as the best means of safety. A typical 
example follows : — 
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Figure 99 

The portio is circumcised and the vaginal mucosa 
pushed back all round in the usual way. It is advan- 
tageous to circumcise the portio higher up than in an 
ordinary hysterectomy. This ensures a better exposure 
of the bladder and thus the dissection of the ureter is 
simplified. In high circumcision of the portio it is 
obvious that the operator must exercise care not to 
open the bladder. 

The edge of the anterior vaginal wound is secured 
by ligatures and drawn up. The bladder {b) is allowed 
to remain for the present in situ ; it is therefore not 
detached from the cervix. By the aid of dissecting 
forceps the operator exposes the corner of the bladder^ 
which runs out laterally towards the parametrium ; in 
this way the ureter («) is found with comparative ease» 
and it is now followed up and dissected with special 
care. 
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Figure ioo 

The part of the parametrium which lies below the 
ureter is now tied (the picture shows the forceps placed 
beneath the ureter for the sake of demonstration). 
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Figure ioi 

After this part of the parametrium is divided the 
vesical portion of the ureter (u) lies freely exposed. 

In order to make clear the relation of the ureter to 
the uterine vessels, in Figure 102 are shown 
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Figure 102 

the uterine vessels drawn forward and lying upon the 
needle-holder, whilst the ureter appears as a loop lying 
beneath the vessels. 

After free exposure of the pars vesicalis of both 
ureters the hysterectomy is carried out on the principles 
already laid down, i.e.^ either by tying off the uterus 
from below up or from above down. 

In the former method the freed ureter is pushed 
upwards and outwards by a vaginal speculum, when the 
upper part of the parametrium becomes accessible in its 
whole extent and can be divided as far out as the 
vaginal route will admit without danger to the ureter. 

Hysterectomy " from above down '* is, moreover, to 
be preferred because it admits, as already stated, of draw- 
ing down the parametrium to a greater extent by 
exerting strong traction on the body of the uterus. 
The previous dissection of the ureters admits of their 
control at any moment so that any injury to them 
is practically excluded. 
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Figure 103 

Still better access to the parametrium and ureter is 
secured by the aid of the large incision (Erweiterungs- 
schnitte) of Schuchardt, or by that of Staude. 

To carry out Schuchardt's incision the introitus 
vaginae is stretched open as widely as possible with two 
fingers. The perineum thus stretched 
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Figure 104. 

is divided to the left of the mid-line by an incision 
which is carried around the sphincter ani and which 
extends down to the sacrum. The incision in the 
vagina reaches as far as the cervix (A) and is carried 
deeply enough to expose the levator animuscle (L) ; 
this muscle is divided (according to Schuchardt) so that 
the cavum musculare of the pelvis is opened up. It is, 
however, often sufficient to expose the levator ani 
without cutting it through (see Figure 104). 

The rectum (R) is pushed to the right side by the 
finger in order to prevent it being injured. B and 
C show the upper angles of the entire incision ; the 
portio is drawn upwards. Bleeding is reduced to 
a minimum by the pressure of a speculum placed 
posteriorly, 

Staude uses bilateral incisions which do not include 
the rectum. 
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Figure 105 - 

In order to secure a sufficient exposure of the 
bladder, which, as already remarked (page 226)»^con- 
siderably simplifies the dissection of the ureter, it 
is advis;ible to circumcise the cervix as high as possible. 
For this purpose the vaginal mucosa is drawn out 
in the form of a ring by means of forceps and the 
incision is made external to the forceps. 

The collar of mucous membrane when dissected 
back scr\'cs admirably as a cuff with which to cover 
the portio vaginalis in cases of carcinoma cer\'^icts — ^it 
is nearly always in such a case that the dissection of 
the ureter come:? into question. 
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Figure io6 

The inverted cufF of mucous membrane is sewn over 
the portio ; the threads are left long, and serve as 
tractors by means of which the uterus is drawn 
forcibly downwards. 

Above the part of the cervix which is still visible 
through the cufF (P) lies the exposed vesical pouch of 
peritoneum (^), and above this the bladder {h) with its 
lateral corners {z) reaching out to the parametric 
tissues. 
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Figure 107 

\\\ these comers run, as already stated, the ureters 
(lotnpare Figure 99), and their dissection by means of 
foucps is comparatively easy. 

The rest of the operation proceeds in exactly the 
siU\K way us if the hirge incision of Schuchardt had not 
horn employed ^Figures 99 to 102V 
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Figure io8 



The lower part of the parametrium is tied. 



Figure 109 

After its separation the vesical course of the ureter 
is laid bare, and can be so far dissected upwards that 
after it is pushed aside the parametrium can be tied 
and divided well out against the pelvic wall without 
incurring any risk as far as the ureter is concerned. 
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Figure iio 

In order to make the relations of the uterine vessel 
to the ureter as clear as possible, the picture shows that 
with the needle placed above the ureter, the vessels lie 
upon the needle-holder. In thus displaying the relations 
the ureter is drawn out so as to make a loop-shaped 
course. In the following figure (Figure 1 1 1). 
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Figure i i i 

the uterine vessels are drawn out beneath the ureter. 

After complete exposure of the ureters the hyster- 
ectomy is carried out according to the principles already 
explained (page 233). 
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It should be borne in mind that in dissecting the 
ureter per vaginam (just as in the abdominal method), 
if the duct is too freely separated from its investing 
vascular network its nutrition is liable to be cut off, 
and necrosis of the ureter may result. 

Hysterectomy with dissection of the ureters is 
mainly indicated, as already stated, in operating for 
carcinoma cervicis. With the aid of Schuchardt's 
incision, dissection of ureters, and the employment of 
suitably curved instruments, the operator is in a position 
to deal with fairly extensive growths by the vaginal 
route. 

In operating for carcinoma cervicis uteri it is, how- 
ever, not simply a question of removing the uterus, or 
a circumscribed area, but the extirpation of outgrowths 
or remote metastases has also to be undertaken. 
Regardless of the limitations of the primary focus, 
metastases may reach so high up that they cannot be 
seen, much less reached, by the vaginal route. There- 
fore, for the radical removal of a cancer of the cervix, 
laparotomy is generally to be preferred. 



c. 

HYSTERECTOMY WITH REMOVAL 

OF THE ADNEXA 



The same methods are employed for extirpating the 
uterus and its adnexa as for the uterus alone. We 
either begin at the fundus, which with its adnexa is 
simultaneously brought down into view, and then the 
infundibulo-pelvic. ligaments are cut through first, or 
we start by division of the parametrium, in which case 
the tying off of the adnexa forms the conclusion of 
the extirpation. 

Here also, as in simple hysterectomy, the two 
methods may be combined. 

Difficulties naturally occur, inasmuch as the fundus 
uteri when brought down into the vagina obstructs the 
approach to the adnexa. This is partly overcome by 
removing the uterus as soon as its luxation is 
completed. 

When strong internal adhesions and infiltration are 
present, such an operation may be unusually difficult. 
In addition, the mere opening of the peritoneum in 

ass 
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such cases may often be difficult, and it may happen ;, 
that, in consequence of rigid adhesions, the uterus 
neither be sufficiently drawn down nor pulled out 
the peritoneal cavity into the vagina. 

In these difficult cases the best procedure is to 
the uterus. 

The technique of this operation will first 
described under normal conditions. 



Figure 112 

After opening the vesical pouch the vaginal cervix 
is held by forceps placed on either side ; between these^ 
straight scissors are inserted with one blade in the 
cervical canal and 
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Figure i i 3 

the anterior wall of the cervix is divided. The incision 
extends beyond the peritoneal reflection into the 
anterior wall of the body of the uterus. 
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Figure 114 

Now the forceps (2) are placed as high as possible 
on both sides of the incision, and by means of these 
(after the forceps (i) are removed from the cervix) 
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the body of the uterus is drawn lower down. The 
scissors are accordingly pushed higher up, and then the 
splitting of the uterus extends as far as the fundus. 



Figure ii6 

The fundus uteri is now visible, and also the a 
ments ol the adnexa on either side (r=tube). 
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Figure 117 

Now the fundus itself is cut through, whereupon 
the cavum uteri gapes widely. By inserting the forceps 
higher and higher, the posterior uterine wall is at 
length reached, whilst the ibody of the uterus comes 
lower and lower into the vagina. 
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Division of the posterior uterine wall is carried out 
under control of the index finger placed behind the 
uterus. 
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Figure 119 

Finally, the portio vaginalis which lay retroposed 
during the luxation of the uterus is pressed outwards 
and forwards by the finger. It is again seized by 
forceps placed on either side. 



Figure 120 

And then the division of the adnexa is completed with 
scissors. 
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Figure 121 

By pushing back one half of the uterus into the 
pelvis sufficient room is obtained to allow of the 
opposite adnexa being reached and brought down by 
the aid of two fingers. These adnexal structures, 
together with the corresponding half of the uterus, are 
now removed together. The following illustrations 
show the procedure in progress on the left side. 

Two fingers introduced into the peritoneal cavity 
raise the adnexa upwards. 



T 



Figure 122 



The ovary is fixed by delicate forceps, and is draw 
down together with the tube. The threaded needlc-l 
holder is passed around the infundibulo-pelvic liga-j 
ment. 
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Figure 123 

Afrcr the adnexa are tied and divided the extir- 
pation proceeds towards the parametrium in the usual 
way. 

After the one half is thus disposed of, the other half 
which was pushed back into the pelvis is drawn 
out again and removed in a similar manner. 
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Figure 124 

Clots which may have collected in the peritoneal 
cavity are now removed, but the bleeding from^tfae 
half of the uterus which was replaced is usually 
insignificant. 

It is not necessary to open the vesical pouch before 
splitting the uterus, but after the bladder is separated 
from the cervix the latter may be split, and in so doing 
the peritoneum will be opened as a matter of course. 
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The forceps must be applied at right angles to the 
direction of the tissue-fibres, and pressed most firmly 
home. 

Forcipressure was at first over-rated ; it was claimed 
that this was the only kind of haemostasis applicable in 
the removal per vaginam of fixed and impacted uteri, 
and also of large adnexal pus-sacs. In such cases, it 
was thought impossible to draw down and deliver the 
diseased tissues, including the uterus, into the vagina 
on account of their strong adhesions, and that clamps 
had to be put on the ligaments from below-up to 
render the operation possible. In opposition to this, it 
may be urged that where it is possible to apply forceps 
it is also possible to use a ligature. By no means must 
the forceps be inserted any distance up without the 
control of a finger (previously introduced) and without 
the aid of vision. Moreover, the parts to be clamped 
must be thoroughly separated first, otherwise there is a 
risk of clamping adherent omentum or bowel or even 
the imperfectly dissected bladder or ureter. Now so 
far as the finger can reach, so far can a ligature be 
safely applied. 

Only when it is necessary to remove the greatest 
possible amount of parametric and broad ligament 
tissue with the uterus are forceps preferable to ligature ; 
for there is no doubt that clamps, especially with a 
suitable curve, can be inserted further out on the 
ligaments than can ligatures. That the most special 
caution as regards the ureters is needed in this pro- 
cedure need scarcely be again emphasised. Their 
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Splitting the uterus is also possible in very difficult 
cases, always supposing that the cervix can be drawn 
down far enough to make it possible to free the 
bladder. 

The necessary drawing down of the uterus is feasible 
even in the presence of strong adhesions, since the split 
uterine wall affords an excellent hold for the forceps 
and admits of strong traction. 

The adhesions need only be separated in the line of 
the incision, which is easily done, as, during the ante- 
version of the uterus, they are brought more and more 
into view. Any adhesions which remain need not be 
dealt with at present. 

During the process of splitting the uterus, the 
peritoneum will in due course be opened even when 
the peritoneal pouches are extensively adherent. 

When the uterus is completely divided, each side is 
to be dealt with ; that which presents fewest difficulties 
is taken first. The other half of the uterus is mean- 
while replaced in order to gain more room. Strong 
forceps-traction enables the parts to be drawn down 
sufficiently to free them from all adhesions. At the 
same time, the traction will bring an adherent adnexal 
tumour further down so as to render it visible or at all 
events more within reach. 

Eventually the whole hand can be inserted past the 
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divided uterus into the pelvis, and by this means 
extensive and firmly fixed adnexal tumours may be 
freed (the other hand, if necessary, helping from out- 
side the abdominal wall). 

Very large tumours which cannot in toto be delivered 
after complete separation must first be incised or 
punctured so as to reduce their size ; the peritoneal 
cavity being protected by a compress previously 
inserted, and the pelvis being lowered at the same 
time. 

In the following figures is shown how a large, firmly 
adherent pyosalpinx may be removed after splitting the 
uterus. 
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DRAINAGE IN VAGINO-PERITONEAL 

OPERATIONS 

By whatever route (vaginal or otherwise) the peri- 
toneum is opened, the chief point to aim at in 
concluding the operation is to effect a primary closure 
of the wound. For this it is necessary to ensure good 
haemostasis, a favourable condition of the wound and 
asepsis. 

Where these essentials are wanting it is better to leave 
the peritoneal wound open. Fluid exudations, ascitic 
fluid, cyst-contents, and post-operative haemorrhage can 
then escape. 

Drainage is almost always employed to favour the 
escape of fluids from the wound. Drainage-tubes are 
but little suited to vaginal surgery : they slip out> 
get blocked, and cause sores when long retained. On 
the other hand, gauze or wick remain in position and 
exert a strong capillary action. When forceps are left 
on, the gauze may be so arranged as to cover their 
points and thus prevent them from coming into direct 
contact with coils of bowel. 

In using gauze for drainage of the peritoneal cavity, 
the notion was formerly in vogue that early closure of 
the cavity is delayed by premature fusion of the apposed 
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Figure 126 

The fundus is forcibly drawn down and the tumour 
is thus more clearly seen. The adhesions extending 
from the tumour (7") to the posterior surface of the 
uterus are in view. 



FlGt'RE 127 

Two fingers are placed behind the swelling, and 
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THE TREATMENT OF ACCIDENTAL 

INJURIES 

Accidental injuries do not occur more often in 
vaginal than in abdominal operations. 

In the chapter devoted to anterior and posterior col- 
potomy it has been shown how to avoid injury to the 
bladder and rectum. Similarly, mention is made of the 
possibility of wounding the ureter. Where we have 
to deal with parametric exudations, especially when 
situated anteriorly, it is best to dissect out the ureter 
before tying and cutting the parametrium. This must 
be always done when we want to remove as much 
parametric tissue with the uterus as is possible. 

Accidental injuries must, as a matter of course, be 
dealt with as soon as they arise. There is no special 
difficulty in suturing the bladder or the rectum. If 
the ureter be divided, the proximal end must be 
implanted into the bladder, if it is possible to do so 
without undue tension on the duct. If this cannot be 
done, the ureter must be fixed to the vagina and the 
fistula treated later. 

Local injuries scarcely ever call for laparotomy. 

To what extent drainage should be employed in cases 
of injury to the pelvic organs has been already 
discussed. 
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Figure 128 

whilst drawing it out they separate the adhesions 
completely at the same time. 

Doderlein carries out the splitting of the uterus from 
behind. During the splitting of the posterior uterine 
wall the pouch of Douglas is opened, and through this 
the uterus is luxated. 

The advantage of this method of splitting the uterus 
is that a special separation of the bladder is not 
necessary, as we shall see from the following 
description. 

Doderlein's plan is, however, unsuited to difficult 
cases in which there is inflammation of the adnexa, 
since inflamed and adherent adnexal tumours lying in 
the pouch of Douglas impede or prevent the retrover- 
sion of the uterus which is necessary before the latter 
can be split. 



Figure 129 

The posterior lip of the cervix is clamped 1 
side by forceps and forcibly drawn up. The 1 
with one blade in the canal, are now inserted an(^ 
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